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Abstract
Objective: To estimate the prevalence and factors associated with sexual dysfunction in the postpartum period.
Methods: Cross-sectional study of 200 postpartum women in their resumption to sexual activity. Data were 
collected in a private place, through interviews and recorded in forms, containing information regarding sexual 
life of postpartum women.
Results: Among the women studied, it was found that 33.5%, 76.0% and 43.5% had sexual dysfunction 
before pregnancy, during and after delivery, respectively. The types of dysfunction most frequently identified 
were dyspareunia, vaginismus, dysfunction of desire, orgasmic and arousal. The significantly associated 
factors were Catholic or protestant religions, vaginal delivery with suture, dyspareunia during pregnancy, 
vaginismus before pregnancy and working hours over 8 hours/daily.
Conclusion: The prevalence of sexual dysfunction was high and associated factors were religion, working 
hours, previous history of dysfunction and type of delivery.
Resumo
Objetivo: Estimar a prevalência e os fatores associados à disfunção sexual no período pós-parto.
Métodos: Estudo transversal com 200 puérperas que retomaram a vida sexual ativa. Os dados foram coletados, 
em local privado, por meio de entrevista e registrados em formulário contendo informações pertinentes a vida 
sexual das puerperas.
Resultados: Dentre as mulheres pesquisadas verificou-se que 33,5%, 76,0% e 43,5% apresentavam 
disfunções sexuais antes da gravidez, durante e após o parto, respectivamente. Os tipos de disfunção 
identificados com maior frequência foram a dispareunia, seguida do vaginismo, disfunção do desejo, 
orgásmica e excitação. Os fatores significativamente associados foram as religiões católica ou evangélica, o 
parto vaginal com sutura, a dispareunia durante a gravidez, o vaginismo antes da gravidez e uma jornada de 
trabalho além de 8 horas/diárias.
Conclusão: A prevalência das disfunções sexuais foi alta e os fatores associados foram: religião, jornada de 
trabalho, história prévia de disfunção e tipo de parto.
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Introduction
Sexual dysfunction prevalence varies between 20-
73% in women. It is a behavior resulting from a 
combination of biological, psychological, social 
and cultural factors, which makes a total or partial 
blockage of the sexual response of subjects related 
to desire, arousal and orgasm.(1,2) In this sense, it is 
a public health problem and thus deserve the atten-
tion of health professionals.
Although the difficulties in sexual activity 
could affect various stages of an individual’s life, 
the pregnancy-puerperal cycle, especially the post-
partum period, deserves a closer analysis, as it pro-
motes significant changes in women’s, partner’s 
and family lives.(3)
The need to adapt to the demands of the new-
born and the parental role may adversely affect the 
intimacy of the couple, as well as changes in body 
image and the desexualized figure of woman, culti-
vated by society. These features, plus the fear of pain 
in the intercourse and/or becoming pregnant again 
may cause distress difficulties and limitations in the 
sexual female sexuality.(1,4)
The difficulties in returning to sexual activity, 
which usually occurs around the 6th week post-
partum and encouragement of partner, are com-
mon in most of women. Early diagnosis of female 
sexual dysfunction, in this period, has been little 
discussed in the scientific literature, despite the di-
rect impact on quality of life and woman’s health. 
Early identification is critical for the detection of 
emotional and relational conflicts, in addition to 
medical referrals.(3,5-7)
The dyspareunia appears in most studies as ma-
jor sexual dysfunctions in the postpartum, compro-
mising the desire, sexual satisfaction and frequen-
cy of sex. Presumably related to normal delivery, 
the presence of episiotomy and/or lacerations and 
breastfeeding, dyspareunia is not the only sexual 
dysfunction that affects women in this period of 
their lives, deserving an expansion of the studies on 
this theme.(4,7,8)
Research shows that the integrality of care in 
women is neglected, since most of the orienta-
tions of healthcare team about sexuality postpar-
tum are limited to recommend the resumption 
period of sexual activity, without addressing the 
aspects of the quality and the strategies to deal 
with the changes resulting from pregnancy-puer-
peral cycle.(1,9,10)
Knowing the epidemiology of sexual dysfunc-
tions may contribute to the address actions in the 
care process. The aim of this study was to estimate 
the prevalence and factors associated with sexual 
dysfunction in the postpartum period.
Methods
Observational study with cross-sectional design 
conducted in an outpatient pediatric clinic in the 
State of Alagoas, northeastern Brazil. The popula-
tion consisted of women with partners during the 
data collection period, which had already returned 
to sexual intercourse and were between the third 
and sixth month postpartum. It was considered 
as exclusion criteria: pregnant women and/or any 
pathology that could not reccomend sexual in-
tercourse for women. The sample size calculation 
considered: the proportion of 50% in the popula-
tion, absolute precision of 7% and a significance 
level of 5%; the final sample was set at 200 post-
partum women.
Data collection was performed by one of 
the researchers, through interviews with eligible 
women, in a private location, preserving the in-
dividuality.
The data collected were recorded on a specific 
form developed specifically for the study; and the 
variables studied were related to data regarding 
identification, obstetric history and sex life, includ-
ing sexual dysfunction, before and during pregnan-
cy and after delivery.
The storage of the data was performed on the 
electronic spreadsheet (Microsoft Excel® 2003), in 
which each row corresponded to a form of data col-
lection. Two entries were performed independently 
and blindly. Disagreements were resolved through 
form consultation.
Regarding statistical analysis, qualitative vari-
ables, absolute (n) and relative (%) frequencies 
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were used. For quantitative variables, we used 
measures of central-tendency: mean, median and 
standard deviation (minimum and maximum) to 
present variability. In the comparisons of the cate-
gories of the qualitative variables the chi-square or 
Fisher’s exact test were used when necessary. Com-
paring mean between two groups of interest, the 
Student t test was used. All tests had a significance 
level of 5%.
A logistic regression analysis was used to de-
termine which characteristics influenced togeth-
er sexual dysfunction. For this analysis, the ini-
tial model, the variables that had a significance 
level of <0.10 in the univariate comparisons 
between patients with and without sexual dys-
function were included. In this analysis, using 
the stepwise forward method, variables analyzed 
together that did not present statistical signif-
icance were not included in the final model. 
Thus, from the variables initially included in the 
model, only entered the final model, those with 
statistical significance (p <0.05); the others were 
not part of the model. For all tests, we consid-
ered a significance level of 5%.
The development of the study met national and 
international standards of ethics in research involv-
ing human beings.
Results
A total of 200 postpartum women with the fol-
lowing sociodemographic characteristics were 
included: mean age of 24 years, with an average 
of 7.8 years of education and family income of 
one or more minimum wages. Among the post-
partum women, 184 (92%) lived with their part-
ners, 172 (86%) worked only at home, averag-
ing 8.5 hours of work per day, and 101 (50.5%) 
were Catholic. On average, 4.6 people lived in 
the house.
As for obstetric data, we found that 44.5% 
women were primiparous. The majority 55.5% had 
undergone vaginal delivery and from these, 33.5% 
were in their 3rd month postpartum, 21.5% were in 
the 4th month, 20% at 5th month and 20% at their 
6th month postpartum. The resumption to sexual 
activities occurred, usually between 6 and 7 weeks 
postpartum and, in most cases 70%, initiated by 
the partner.
The prevalence of sexual dysfunction identified 
before pregnancy was 33.5%, increasing to 76.0% 
during pregnancy, declining to 43.5% in the post-
partum period.
Data on table 1 show the distribution of types 
of sexual dysfunction presented in postpartum 
women.
Table 1. Types of sexual dysfunction identified in the 
postpartum period
Types of sexual dysfunction* n(%)
Dysfunction of desire 25(12.5)




*Some women had more than one disorder; n=87
Data on table 2 show the logistic regression 
analysis as the aggregate interference of the variables 
for the presence of sexual dysfunction in the post-
partum period.
Table 2. Interference of the variables for the presence of sexual 
dysfunction in the postpartum period (n=200)
Variables Coeficient p-value Odds ratio Confidence Interval 
Religion
None 0.027
Catholic 1.03 0.010 2.81 (1.28-6.16)
Protestant 0.99 0.036 2.69 (1.06-6.82)
Delivery
Cesarean 0.014
Vaginal with suture 1.11 0.004 3.04 (1.41-6.54)
Vaginal without suture 0.22 0.575 1.25 (0.57-2.73)
Dyspareunia 0.004
During pregnancy 0.94 2.57 (1.34-4.92)
Vaginismus 0.000
Before pregnancy 2.14 8.53 (2.60-28.00)
Workload 0.024
Above 8 hours/day 0.11 1.12 (1.02-1.24)
CI – Confidence Interval
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Discussion
As an observational study with cross-sectional de-
sign, we could not establish cause and effect rela-
tion, thus limiting the results of the research.
Recognizing sexual dysfunctions as a public 
health problem, which affects most women during 
pregnancy-puerperal cycle, especially during preg-
nancy. In the postpartum period, although showing 
improvement, a significant level of dysfunction is 
maintained which shows its importance for health 
professionals. Caring for women integrally means 
being concerned with their sexual health, requiring 
nurses to search for theoretical and practical ap-
proaches on the strategies that enable confrontation 
of this reality.(1,3,4,11) 
Similar results were identified in a study of wom-
en in the first 3 months of postpartum, in which it 
was identified that 83% of them experienced sex-
ual problems, decreasing to 64% at 6 months - al-
though not reaching pre-pregnancy levels of 38%.
(12) In this sense, the fact is that health profession-
als need to be aware of issues related to sexuality of 
women/couples.
The satisfactory exercise of sexuality, including 
sexual activity during pregnancy and postpartum is 
a concern not only of women, but present among 
couples, reinforcing the need for care in the difficul-
ties by specialists, main professionals in the promo-
tion of sexual health through clarification about the 
normal fluctuations that occur during pregnancy 
and after childbirth, with respect to the function 
and sexual interest.(4,6,13)
In this sense, although sexual dysfunctions 
are well known, they are not diagnosed, because 
of inhibition of the woman who does not have a 
complaint, or the physician, who is uncomfortable 
to investigate. The diagnosis is relevant, since this 
problem interferes with quality of life, besides be-
ing associated with health issues in general. Studies 
show that although many couples present sexual 
difficulties, especially after the first birth, few are 
those who, in fact, seek professional help.(1,3,4,14)
Regarding types of sexual dysfunctions iden-
tified in this study, we recognized more frequent-
ly, dyspareunia, vaginismus, dysfunction of desire 
and orgasmic, and finally, dysfunction of arousal 
stage. The factors associated with these dysfunc-
tions were women belonging to the Catholic or 
Protestant religion; working  over 8 hours/daily; 
vaginal delivery with suture; the presence of dys-
pareunia during pregnancy; and the presence of 
vaginismus before pregnancy.
The fact that Catholic and Protestant women 
present nearly three times higher risk for sexual 
dysfunction than those without religion invites us 
to reflect about maintenance of the century ideal 
worshiped woman/mother immaculate and sub-
missive as one that is fully dedicated to her child 
and should not or can experience the pleasures aris-
ing from sexual activity.(13,15)
Trying to combine maternal functions with 
other conducted in society, for example, work-
ing, some women end up putting their needs as 
a last plan, running out of time, disposition and 
physical and/or emotional conditions for satisfac-
tory performance of their sexuality.(13,15) The results 
confirm this fact by highlighting  working hours 
over 8 hours/daily, boosted by 12% with each ad-
ditional hour work daily journey, which contrib-
utes to the presence of female sexual dysfunction.
The results also highlighted as a factor associ-
ated with the development of dysfunction in the 
postpartum period, type of delivery, i.e. vaginal 
with suture represented a threefold higher risk 
for sexual dysfunction when compared to the ce-
sarean birth. Study conducted in 2010, compar-
ing women with intact perineum after delivery, 
those undergoing episiotomy or who suffered 
lacerations to second degree perineal, reveals 
that these complaints had lower levels of libido, 
orgasm, satisfaction and pain during sexual in-
tercourse.(11)
However, as mentioned, the literature is incon-
clusive on the indication of cesarean delivery as a 
practical protection to female sexual function and 
promote early recovery of sexual activity during this 
period; instead, the studies diverge about the pub-
lished results.(4,5,12)
The ignorance of one’s own body, as well as the 
physical and emotional changes, characteristics of 
pregnancy, may increase the development of sex-
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ual dysfunction in some women and/or couples.
(9,13) The high prevalence of sexual dysfunction in 
pregnancy and childbirth cycle, particularly dyspa-
reunia, found in this study and reinforced by the 
literature, seems to be justified by these conditions, 
and other factors such as perineal trauma, fatigue, 
physical discomfort, fear of infection, pain in the 
breasts, impaired of self-image and body image, and 
depression.(1,3,4,11)
Understanding the association of primiparity 
factor with female sexual dysfunction seems to be in 
both religion and familiarity of these women, with 
regard to their corporeality, their rights and their 
duties in functions within society. Education based 
on traditional precepts, veiled in a sexist male soci-
ety, especially with regard to education and wom-
en’s sexual health, also seems to be present in this 
association.(13)
Most postpartum dyspareunia are related to lo-
cal aspects of the genitalia, such as suturing, vaginal 
dryness, inflammation or infection. Studies confirm 
these findings claiming that perineal trauma, with or 
without suture, episiotomy and/or forceps are factors 
associated with insufficient lubrication and/or per-
sistent dyspareunia in the postpartum.(1,4,7,16)
Vaginismus corresponded to the second leading 
cause of sexual dysfunction. When present before 
pregnancy, it represented a greater risk of 8.5 times 
for sexual dysfunction in the postpartum. Among 
postpartum women investigated, the causes referred 
to this dysfunction were the same as dyspareunia, 
strengthening the hypothesis previously mentioned, 
the little knowledge of them in their own bodies and 
their manifestations confusing pain and difficulty or 
unconscious inability to intercourse.(7,15)
Deficiency or absence of sexual fantasies and de-
sire for sexual activity, defined as desire dysfunction, 
represented the third highest prevalence of sexual 
dysfunction in this population, which may be re-
lated to change in self-image and maternity.(7,15,16) 
Studies have shown that half of women experience 
changes in their libido in the first trimester with a 
significant deterioration in the last trimester, reach-
ing 90% prevalence.(1,3,4,6)
In this study, the most frequent causes reported 
by the women were decreased desire to stress, fa-
tigue and the presence of pain during intercourse. A 
similar result was found in another study, in which 
tiredness and fatigue, in addition to dyspareunia, 
depression and breastfeeding, contributed to the re-
duction of sexual desire.(1,3,4,15)
The orgasmic dysfunction was present in 10.5% 
of women interviewed. Much higher frequency, in 
the same period was identified in another study, 
with 41% in the first six weeks, decreasing to 27% 
at the3rd  month and 15% at the 6th month after 
delivery.(6) 
Research conducted during pregnancy and af-
ter birth was conducted in English and nulliparous 
women. In the 3rd trimester of pregnancy, 67% re-
ported lack of orgasm during sexual intercourse. In 
the postpartum period, these percentages were low-
er, ranging from 61%, 40% and 39% in the period 
between the 6th, 12th and 24th week, respectively. 
The orgasmic function was reported by most wom-
en at 12 weeks postpartum, similar to the period 
before pregnancy.(17)
Regarding the change in the arousal stage, the 
impairment was smaller in a number of women 
(8%). Pain was one of the most cited causes for the 
development of the deficit or lack of lubrication 
during intercourse, probably explained by the feel-
ing of not being able to be all in the intercourse, 
being divided between the roles of woman, mother 
and wife.(15,16)
Studies are in agreement with the above hypoth-
esis to unveil the reduction in rates of this disor-
der, as postpartum time increases, that is, as woman 
adapts to motherhood and the demands of the new 
situation. Among these index, one can cite the lack 
of lubrication present in 51% of women in the first 
6 weeks postpartum, decreasing to 29% and 13% at 
3 and 6 months postpartum, respectively.(4,17) 
The fact that Catholic and protestant women 
present a nearly three times higher risk for sexu-
al dysfunction than those without religion invites 
us to reflect on the maintenance of castrating and 
repressive functions of religion, perpetuating the 
century worshiped of the ideal of woman/mother 
immaculate and submissive, as one that is fully ded-
icated to her child, which should not feel and freely 
enjoy sexual and erotic pleasures.(15)
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Trying to combine the maternal role to other 
roles they play in society, for example, work, make 
some women end up putting their needs last plan, 
running out of time, disposition and physical and/
or emotional conditions for satisfactory exercise of 
their sexuality.(15)
The results confirm this fact by highlighting the 
working hours over 8 hours/daily as a factor associ-
ated with the presence of female sexual dysfunction, 
which was aggravated in 12% every 1 hour added to 
the daily working time.
Although frequent, sexual dysfunction, espe-
cially postpartum, may be missed if health profes-
sionals are not aware and do not investigate the 
types and factors associated with their presence. 
It is important that there is integrality of care in 
assisting women, whatever stage of life in which 
they are.
The problems and difficulties may be minimized 
with appropriate orientation and encouragement to 
women to the presence of their partners in times 
of service, which will strengthen investigation and 
a better understanding of female sexual dimension.
Conclusion
The prevalence of sexual dysfunction was high and 
associated factors were religion, working hours, 
previous history of sexual dysfunction and type of 
delivery.
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